Study Objectives: Chest pain is the second most common chief complaint made by adults presenting to the ED. This often includes a myriad of etiologies, and it is incumbent on the emergency physician to exclude life-threatening diagnoses in patients who may appear otherwise healthy. The objective of this study was to examine the possible impact of adding an ED stationed cardiologist to a simple algorithm which uses the HEART score to stratify patients into low, moderate and high-risk chest pain groups. It was hypothesized that the presence of an EDstationed cardiologist would increase rate of enhanced diagnostic studies and accelerate ED throughput.
Study Objectives: Chest pain is the second most common chief complaint made by adults presenting to the ED. This often includes a myriad of etiologies, and it is incumbent on the emergency physician to exclude life-threatening diagnoses in patients who may appear otherwise healthy. The objective of this study was to examine the possible impact of adding an ED stationed cardiologist to a simple algorithm which uses the HEART score to stratify patients into low, moderate and high-risk chest pain groups. It was hypothesized that the presence of an EDstationed cardiologist would increase rate of enhanced diagnostic studies and accelerate ED throughput.
Methods: 1268 adult patients (>/¼21 years) presenting to the ED with nontraumatic chest pain from January 2017 to July 2017 comprised the study population.
Evaluations of interactions between variables of interest, such as length of stay (LOS), performance of enhanced diagnostic testing, triage time, time to disposition and being seen by ED-stationed cardiologist, were done.
The chest pain patients were grouped into study subsets of those seen by an EDstationed cardiologist visit versus those receiving standard of care evaluation in ED. The time of presentation established group assignments; (7a -7p, corresponding to duty hours of the ED-stationed cardiologist). Data variables were collected via retrospective chart review. De-identified data were then subject to multiple logistic regression models to assess the association between variables.
Results: Statistical analysis showed that there was an association between treatment by a cardiologist and performance of enhanced diagnostic testing (p<0.0001). Among patients who received at least 1 enhanced diagnostic testing, 22.21% were not seen by a cardiologist and 32.39% were seen by a cardiologist. Additionally, from a subgroup of patients (n¼572) who received no enhanced diagnostic testing, only 32.39% were treated by a cardiologist, and 70.97% were not treated by a cardiologist. The data also shows that the median time from triage to disposition was 5.82 (4.08, 8.47) hours when patients were not treated by a cardiologist. However, when they were treated by a cardiologist, the median time from triage to disposition was 6.68 (5.15, 9.10). We see >1hour difference between the 25% percentile of the group treated by a cardiologist and the group not treated by a cardiologist (p-value 0.0001).
Conclusions: Without adjusting findings for possible confounders such as ED patient volume and relevant staffing at those triage times, this study demonstrates that the stationing of a cardiologist in the ED increases the LOS, as well as increases the rate of enhanced testing in this patient population.
However, even though LOS was longer in both sub-groups, once patients were seen by ED-stationed cardiologists, the ED providers were likely more confident that these were safe discharges at the end of the day. Patients also would likely be happier, from the significant convenience of being seen by a cardiologist, simultaneous to their ED visit, versus if they were to schedule this as an outpatient appointment.
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Electronic Health Record Implementation of the Heart Score Decreases Chest Pain Observation Admissions Smiley JL, Wang EE, Wachter DR, Kharasch M, Pursnani A, Konchak C, Lovinger D, Seubold K, Steele K, Halasyamani M/NorthShore University HealthSystem, Evanston, IL Study Objectives: The HEART score has been prospectively validated to risk stratify emergency department (ED) patients with chest pain. We implemented a mandatory HEART score calculation into the electronic health record (EHR): 1) to determine the impact of the HEART score on ED chest pain observation rates, and 2) to evaluate the effect of an EHR hard-stop on HEART score documentation.
Methods: We examined ED chest pain dispositions across an integrated 4-hospital health care system for all patients who presented with chest pain or had non-specific chest pain diagnoses ("Other chest pain"; "Chest pain, unspecified"; "Precordial pain"; "Intercostal pain") as a final diagnosis from March 2017 through May 2018. All patients were required to have a calculated HEART score by the treating physician prior to discharge or admission after the initial "Go-Live" date in March 2017. Subsequent EHR hard-stops were implemented June 2017 (for admissions) and August 2017 (for discharges). Patients with scores of 0-3 could be considered for ED discharge, scores of 4-6 were admitted as observation status, and scores >¼7 were appropriate for full inpatient status admission. Data abstraction from the EHR were used to calculate the percentage of patients discharged, placed in observation, and admitted as an inpatient.
Results: A total of 4,198 patients who met the inclusion criteria presented to the ED between March 2017 and May 2018. Observation rates after HEART score implementation have decreased by 8.7% (51.8% down to 43.1%). This decline is due to both higher number of ED discharges and full inpatient admissions. Emergency physician disposition demonstrated significant concordance with initial HEART score. Patients with a low score (0-3) were discharged at a significantly higher rate (p<0.001), patients with a medium score (4-6) were admitted to observation status at a significantly higher rate (p<0.001), and patients with a high HEART score were admitted as inpatient status at a significantly higher rate (p<0.001). There was no statistically significant change in 30-day mortality (p-value¼0.957).
Conclusions: Implementation of a mandatory HEART score calculation in ED chest pain patients reduces ED observation admission rates with no change in 30-day mortality.
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Evaluating the Impact of HEART Implementation in Community Emergency Departments Study Objectives: Recent medical evidence and national recommendations suggest that risk stratification tools in the emergency department (ED) can identify patients with possible acute coronary syndrome who are at low risk and do not benefit from further hospital observation or non-invasive cardiac testing. We studied the effect of ED implementation of a care pathway using HEART, a recommended risk stratification tool, on hospital use and non-invasive cardiac testing for chest pain. We hypothesized that hospitalizations and non-invasive cardiac testing would decrease as a result.
Methods: We performed an interrupted time series study of ED encounters from May 2015 to June 2017. The patient population included adults with an ED chest pain diagnosis and troponin lab test completed at 13 Kaiser Permanente Southern California EDs. The primary outcome was hospitalization/observation and/or non-invasive stress testing within 30 days, and the secondary outcome was 30-day all-cause mortality or acute myocardial infarction. A generalized estimating equation segmented logistic regression model was used to compare the odds of the primary outcome pre-and post-HEART implementation. All models were adjusted for patient and facility characteristics and fit using physicians as a clustering variable. Differences in mean rates of the primary outcome pre-and post-were also assessed at each of the study EDs. Results: 65, 871) were included in the study sample. Overall 33.5% (Pre-35.5% and Post-31.8%) ED chest pain encounters resulted in hospitalization/observation, non-invasive stress testing or both. Primary adjusted results found a significant decrease in the primary outcome post implementation (OR 0.984, 95% CI 0.974-0.995) (Figure 1 ). This change was primarily due to decreases in non-invasive cardiac testing (OR 0.984, . No difference in adverse outcomes were noted (Pre-0.6% and Post-0.6%, OR 1.02, 95% CI 0.97-1.08). Differences in impact of the HEART pathway varied by medical center (Figure 2) .
Conclusions: Implementation of a HEART pathway used in the ED evaluation of patients with chest pain resulted in less inpatient care and non-invasive cardiac testing. Standardizing acute chest pain management can improve the efficiency and quality of care.
Study Objectives: Chest pain is one of the most common reasons for emergency department (ED) visits in the US. However, identification of patients with acute coronary syndrome (ACS) remains challenging. Uncertainty in diagnosis can lead to unnecessary stress testing in patients at low risk of major adverse cardiac events. While risk stratification scores can aid in patient assessment, little is known about what specific factors drive variability in ED physician gestalt for ACS.
Methods: Emergency physicians at 13 community EDs across Northern California enrolled patients age 18 with clinical concern for ACS using an electronic health record (EHR)-based risk stratification tool. Physicians entered clinical symptoms and electrocardiogram (ECG) interpretations, while medical
